3 from the patient history, physical examination and diagnostic imaging. Various 4 physical tests may be performed, but their diagnostic accuracy is unknown.
5

Purpose
6
To summarize and update the evidence on diagnostic performance of tests carried 7 out during a physical examination for the diagnosis of cervical radiculopathy.
8
Study design
9
Review of the accuracy of diagnostic tests. 
20
Methodological quality of studies was assessed using the QUADAS-2.
21
Results
22
Five diagnostic accuracy studies were identified. Only Spurling's test was evaluated 
4
The incidence and prevalence of cervical radiculopathy is unclear and 5 epidemiological data are sparse. In the only large retrospective population-based 6 study, the annual age-adjusted incidence rate was 83.2 per 100,000 persons (107.3 7 for men and 63.5 for women) with a peak incidence in the 5 th and 6 th decade for both 8 genders (Radhakrishnan, 1994) . The most commonly affected levels are C6 (66%) 9 and C7 (62%) (Kim, 2016).
10
Radiculopathy is differentiated from radicular pain, where radiculopathy is a 11 neurological state in which conduction is limited or blocked along a spinal nerve or its 12 roots. Radiculopathy and radicular pain commonly occur together (Bogduk, 2009; 13 Merskey H, 1994). Radicular pain is usually caused by compression of the nerve root 14 due to cervical disc herniation or degenerative spondylotic changes, but radicular 15 symptoms can also occur without evident compression, for instance due to 16 inflammation of the nerve (Bogduk, 2009 ).
17
A systematic review concluded that criteria used to select patients with cervical 18 radiculopathy varied widely. There was consensus only on the presence of pain, but 19 not on the exact location of pain (Thoomes, 2012).
20
The diagnosis of radiculopathy is based on information received during the subjective
21
(history taking) and physical examination, which is then confirmed via diagnostic 22 imaging or supported by surgical findings (Bussieres, 2008 However, these reviews are limited either because they did not apply contemporary 8 methods for quality appraisal and data synthesis (Wainner, 2000) , were narrative 9 reviews (Ellenberg, 1994; Malanga, 1997), or did not specifically address cervical 10 radiculopathy (Nordin, 2008).
11
The most recent systematic review was aimed at producing a North American Spine
12
Society (NASS) clinical guideline (Bono, 2011 Please insert Table 1 26 27
Methodological quality of included studies
28
Overall, the quality of the studies was poor to moderate (see Table 2 ), as all studies 29 had a 'high' or 'unclear' risk of bias in at least one category (see Figure 2 ).
30
The initial agreement between both raters on the score per domain was good [ICC 1989), all assessing provocative tests, are presented in Table 3 . Descriptions of the 5 execution of the tests are described in Table 4 .
Please insert Table 3: 8 Please insert Table 4 The test was considered as positive when the score was 3 points or higher on pressure on the middle third of the upper arm compared with to the other two areas (difference between results in middle third of the upper arm area and in the AC joint and subacromial area).
Shoulder abduction (relief) test
Viikari-Juntura, 1989 In a sitting position, the patient positions his/her afflicted hand above their head. A decrease in symptoms was considered a positive outcome.
Traction-Distraction test
Viikari-Juntura, 1989 In a supine position, the examiner applied an axial traction force corresponding to 10-15 kgs. to the patient's neck. A decrease in symptoms with traction and an increase or return of symptoms with the release of traction (distraction) was considered an positive outcome.
